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Introduction 
Aneurysms of the inferior mesenteric artery (IMA) are 
rare and represent less than 0.5% of all splanchnic 
arterial aneurysms. 1'2 The distribution of aneurysms 
within the splanchnic circulation is well-known; af- 
fecting the splenic artery in about 60% of the cases 
and the hepatic artery in about 20%. We report a new 
case of IMA aneurysm in a patient with occlusive 
aortoiliac arterial disease. 
Case Report 
A 66-year-old man was admitted with severe in- 
termittent claudication of both lower limbs. This clau- 
dication started following a sigmoid resection with 
colostomy for a diverticular perforation. Continuity 
was re-established 6 months later. He had a moderate 
arterial hypertension, tobacco use of more than 35 
years (more than 25 cigarettes a day), hyper- 
cholesterolaemia and hypertriglyceridaemia. He suf- 
fered a myocardial infarction 2 years previously. On 
physical examination no femoral or distal pulses were 
noticed. The ankle/brachial pressure index was 0.5 in 
both legs. Brachial arteriography showed occlusion of 
the infrarenal aorta with poor femoral artery re- 
constitution via intercostal and lumbar collateral ar- 
teries. Both common iliac arteries were occluded. On 
CT-scan there was no aortic ectasia, and the suprarenal 
aorta was free of calcification. A mass was also noticed 
in front of the aorta, on its left side, with no contrast 
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Fig. 1. Computed tomography of the abdomen. Arrow shows the 
inferior mesenteric artery aneurysm, on the left side of the aorta. 
opacification. This mass was situated at the usual 
location of the inferior mesenteric artery (Fig. 1). An 
aortocoronary bypass was first carried out with an 
uneventful postoperative course, and 2 months later 
an aortofemoral bypass was performed. This was done 
by a midline laparotomy and intestinal adhesions were 
freed with difficulty. Twenty minutes of suprarenal 
clamping were necessary in order to perform aortic 
thrombectomy and end-to-end anastomosis using a 
PTFE bifurcated prosthesic graft. The distal ana- 
stomoses were performed to both deep femoral ar- 
teries. A 2.5 cm thrombosed aneurysm of the inferior 
mesenteric artery with ostial atheromatous stenosis 
was confirmed. It was resected. Microscopy showed 
an atheriosclerotic aneurysm with fragmentation of 
the media. The postoperative course was uneventful, 
and 18 months later he is doing well. 
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Discussion 
Aneurysms of the inferior mesenteric artery are in- 
frequent, and only isolated cases are reported, except 
for three publications. B-5According to Duke et al., they 
are probably more common than is reflected in the 
literature. 6 Most often they will remain asymptomatic 
until rupture. The true incidefice Of rupture is un- 
known. 7Most of them have been reported after 1978, 
probably due to more sophisticated investigations. The 
last report found 13 cases. ~We found 23 cases including 
our own, and Table 1 summarises these cases. The age 
of the patients ranged from 9 to 84 years; there were 
19 men and four women. The aetiology was ather- 
omatous in 10 cases.  2-6'1°-13 Three aneurysms were my- 
cotic, due to endocarditis. 14-16 Other causes were 
Takayasu's disease in two cases, 8's a dissecting haem- 
aroma in two cases, 5"t7 a false iatrogenic postoperative 
aneurysm in one case, 5and polyarteritis nodosa in one 
case. is In an extensive review of the interventional 
management of visceral arterial aneurysms, Uflacker 
reported a saccular aneurysm ofthe inferior mesenteric 
artery in a patient with polyarteritis nodosa. 19 In the 
four last cases no aetiological factor was noted. 7'19-21 In 
a young pregnant woman the cause was possible 
fibromuscular-dysplasia. 7 
In most of the cases the location of the aneurysm 
was in the proximal trunk of the artery. Fourteen of 
these aneurysms were totally asymptomatic. The most 
common circumstances leading to diagnosis in the 
asymptomatic cases were a pulsatile mass, and a pre- 
operative arteriogram for claudication. In four cases 
the aneurysms presented with haemorrhagic shock, 
and in five cases with abdominal or lower back pain. 
Abdominal ultrasound or CT-scan can be helpful in 
the diagnosis, and in some particular cases can be 
diagnostic. 12
Treatment ofthese aneurysms consisted of resection, 
or ligation with exclusion in 10 cases, and resection 
with reimplantation i to the aorta, or into an iliac 
artery in seven cases. A direct implantation was mostly 
used, but a saphenous vein bypass was performed 
once. 1° A resection with suture ligation was used by 
Cormier, and in five cases no treatment was per- 
formed. Four patients died of rupture, diagnosed by 
autopsy. 7"~4'16A7 Mean follow-up for the survivors is 
33 months. 
As mentioned by several authors, haemodynamic 
phenomena should be considered as the cause of 
these arterial dilatations. In nine cases we noted that 
an occlusion or a stenosis of both coeliac axis and 
superior mesenteric arteries coexist with the IMA 
aneurysms. 9'~3 In these cases, the entire intestinal blood 
flow comes through the inferior mesenteric artery, and 
a marginal artery of Drummond supplying vas- 
cularisation ofthe colon is frequently noted. The calibre 
of this artery therefore increases with time. The ostium 
is stenosed by the progression of atherosclerosis, lead- 
ing to post-stenotic dilatation. In our patient, the blood 
supply to both legs before sigmoid resection was 
probably via collaterals between the inferior meN- 
enteric artery and the deep femoral arteries. The clau- 
dication appeared after the sigmoid resection, due to 
ligature of the collateral arteries arising from the in- 
ferior mesenteric artery. Presumably the aneurysm 
subsequently thrombosed due to reduced flow. Histo- 
pathological evaluation of some resected aneurysms 
showed fragmentation of elastic fibres in the tunica 
media and atheroma. However, it is difficult o spec- 
ulate whether atherosclerotic lesions are first present, 
or whether they arise secondarily in a pathological 
artery. In cases of occlusion of major splanchnic ar- 
teries, increased turbulent blood flow creates dilatation 
of small collateral arteries. This phenomenon has been 
previously reported in the pancreaticoduodenal ar- 
teries. 24'2~ This hypothesis eems to be confirmed by 
Mora .  26 
Surgical treatment seems to be the only one pro- 
posed in the literature. Superselective embolisation 
using a minimum of embolic material, such as micro- 
coils, to spare the feeding vessel and occluding only 
the aneurysm cavity, may reduce the complication 
rate. This treatment seems to be a safe procedure in 
other cases of splanchnic arterial aneurysms. However, 
it has never been used in cases of inferior mesenteric 
artery aneurysms. 
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